yet available nationally for Pacific students, but the first author's earlier study (Woods, 2001 ) revealed that 18.7% of Ma -ori and Pacific students screened for depressive symptoms in the Wellington area in 2001 scored over 63 on the Children's Depression Inventory (CDI) (compared with 10.8% of students for the whole sample). The current study found 19.8% of Ma -ori and Pacific students scoring over 63 on the CDI compared with 12.3% for the whole sample. Thus, research evidence seems to suggest that Ma -ori and Pacific young people report higher levels of depressive symptoms than the overall sample in New Zealand. However, since these measures have not been normed on Ma -ori and Pacific youth, caution should be exercised in concluding that identical scores indicate identical levels of symptoms across groups.
In other domains Ma -ori and Pacific young people are also overrepresented in the problematic range. Educational outcomes for Ma -ori and Pacific students are showing improvement but disparities remain when compared with New Zealand students at large (Horomia, 2007) . Ma -ori and Pacific young people are much more likely to leave school with no or few qualifications, and higher rates of unemployment are experienced in the years after leaving secondary school (Jacobsen et al., 2002) . Data for hospitalisation for self-inflicted injury for young people aged 15-19 years in New Zealand in 2005 (15.3%) show that the risk for Ma -ori is 1½ times that for non-Ma -ori (Ministry of Health, 2006) . On the other hand, the risk for Pacific adolescents is half that of Ma -ori (Beautrais, 2001 ). Similar but not identical rates were obtained by the Youth2000 survey completed by students in schools, which showed that 11.5% of Ma -ori students had attempted suicide in the past year compared to 5.7% of NZ European students (Adolescent Health Research Group, 2004) and that 14% of Pacific students had done so (Adolescent Health Research Group, 2003) .
Figures for 2002 show that young Ma -ori males were almost three times more likely, and young Ma -ori females were twice as likely, to die by suicide than non-Ma -ori young people (Beautrais & Fergusson, 2006) . The rates for Ma -ori males and females between 15 and 24 years were 43.7 and 18.8 respectively per 100,000 population, significantly higher than non-Ma -ori youth suicide rates (18.0 for males and 9.1 for females). Children under the age of 15 rarely commit suicide, but in the 10-year period from 1989 to 1998, the majority of those New Zealanders who did were Ma -ori (Beautrais, 2001) .
Ma -ori adolescents are more likely to have sexual intercourse than non-Ma -ori teens and are less likely to use contraception to protect against sexually transmitted infections (STIs), but are more likely to use contraception to prevent pregnancy (Adolescent Health Research Group, 2001; Clark, Robinson, Crengle, & Watson, 2006) . Birthrates for Ma -ori adolescents are nearly three times higher than those for European adolescents, and for Pacific adolescents, nearly 2½ times higher (Jacobsen et al., 2002) .
Nearly twice as many Ma -ori youth reported weekly marijuana use as non-Ma -ori and a higher number reported binge drinking (Ma -ori males 55.02%, males overall 41.4%; Ma -ori females 53.74%, females overall 38.5%; Adolescent Health Research Group, 2001) .
Mental health issues are of concern also, with more Ma -ori being hospitalised and readmitted for mental health issues than Pa -keha - (Plunkett, 2003) .
It is not the purpose of this article to add to the literature regarding the aetiology of these various problems. Cultural alienation and the lack of cultural identity may be factors contributing to poor adjustment in Ma -ori and Pacific youth (Durie, 1994) , and a structural approach to depression would argue that the higher rates of depression in Ma -ori are at least somewhat explained by their lower socioeconomic status (Ministry of Health, 2001 ). This article wishes to acknowledge the risk factors in the lives of Ma -ori and Pacific adolescents outlined above because they highlight the pressing need for attention to be given to the amelioration of existing distress in young people. Further, it is argued here that one part of the solution to high rates of depressive symptoms in Ma -ori and Pacific adolescents might be resilience training through preventative interventions.
School-based resilience programs offer a good catchment strategy in terms of improving accessibility (young people identify lack of access as a barrier to seeking help), and it can compensate for poor help-seeking behaviour in New Zealand adolescents (Adolescent Health Research Group, 2001 ). Further, the group method as an intervention paradigm has proved to be successful internationally (Trotzer, 2006) . Two types of programs, in terms of selected individuals, are typically employed. First, indicated programs are those offered to individuals who have been identified as having some symptoms but who do not meet the full diagnostic criteria for a disorder, and second, universal programs are those offered to a whole cohort regardless of need. Both indicated and universal programs designed to prevent depression have been trialled with some success in Australian and New Zealand schools (Kowalenko et al., 2005; Shochet et al., 2001; Lowry-Webster, Barrett, & Dadds, 2001; Quayle, Dzuirawiec, Roberts, Kane, & Ebsworthy, 2001; Merry, McDowell, Wild, Bir, & Cunliffe, 2004) . Evidence supports the use of indicated groups in terms of efficacy and economy (Merry, 2007) .
The Current Study
High rates of depressive symptoms are early indicators of potential full-blown depressive disorder (Harrington, Whittaker, & Shoebridge, 1998) . The present study used the Children's Depression Inventory (CDI) as a screening tool in order to identify students at risk of depression and offered selected students the opportunity to participate in the school-based Kiwi ACE program (Woods, 2008) . The aim of the intervention was to achieve decreased depressive symptomatology (i.e., lower scores on the CDI) in participants through the use of cognitive-behavioural and psychoeducational techniques. Cognitive-behavioural therapy has been widely evaluated as a successful tool in the treatment of depression (Gillham, Reivich, Jaycox, & Seligman, 1995 , Jaycox, Reivich, Gillham, & Seligman, 1994 . While the program was offered to students of all ethnicities, this article reports on findings from the Ma -ori and Pacific students only.
The Adolescents Coping with Emotions (ACE) program was developed in Australia by a consortium of university and mental health professionals in the late 1990s. During the past ten years over 300 school counsellors have been trained to offer the program in Australia and it has been used in schools in Canada and Denmark for the past three years. The trial by Kowalenko et al. (2005) 
Guidelines for Research With Maori
The Ministry of Ma -ori Development, Te Puni Kokiri (1999) and the Health Research Council of New Zealand (2004), have laid down guidelines for research work with Ma -ori. The guidelines stipulate community consultation that is not strictly a consent issue but rather is an ethical matter in that researchers must ensure that their actions are appropriately sensitive to cultural and social norms (i.e., tikanga or Ma -ori customs and traditions). Any issues relating to Ma -ori cultural and ethical values must be resolved by consultation with the whanau, hapu or iwi (wider family and tribal affiliations) concerned and the mana whenua (people of the area in which the research is taking place). All research proposals must incorporate, where appropriate, the spirit of the Treaty of Waitangi. The intention is for all parties involved in a research project to respect the principles of partnership and sharing implicit in the treaty.
In keeping with these guidelines, consultation took place with elders from Ngati Toa along with professionals from Pasifika mental health groups. A reference group comprising mental health professionals from local Ma -ori and Pasifika groups was formed to have input into the wording and layout of the facilitators' handbooks and student workbooks and into the implementation of the program. Reference group members all had experience working with youth in the mental health area. Cross-cultural, mixed-gender focus groups of students were also set up to review the student workbooks. Suggestions from the groups consisted mainly of small changes to words and pictures, in the reduction of text and the increased use of Ma -ori and Pacific Island names and cultural designs. As appropriate, aspects of spiritual, mental and physical wellbeing and acknowledgment of the importance of whanau or family (Durie, 1994) were incorporated into the groups along with discussion of issues such as mana (authority or power), whakama (embarrassment or shame) and Ma -ori ways of expressing feelings. The essential message and sequence of the program remained unchanged.
The program has not previously been trialled specifically with indigenous peoples or other particular minority groups and the hypothesis tested with this study was that the program would demonstrate effectiveness in reducing depressive symptomatology (as measured by the Children's Depression Inventory) in Ma -ori and Pacific youth as it does with a whole population sample.
Method
Four hundred and nineteen Year 10 students (average age 14 years) identifying as Ma -ori and Pacific in eight secondary schools in the North Island of New Zealand were screened for depressive symptoms with the Children's Depression Inventory (Kovacs, 1992 ) using a passive consent process. Passive consent meant in this case that parents or caregivers and students were advised about the screening but that no signed consents were necessary from either for the student to take part. The process involved informing the young people of the screening through an assembly and form room talks, and the parents through newsletter articles and letters given to students to take home. Parents or caregivers were given the opportunity to contact the school, the researcher or the supervising university with any questions or concerns, and both caregivers/parents and students were informed of the students' right to not participate at any point in the study. This method of consent was chosen because there were seen to be logistical problems with administering the questionnaires in schools where some parents had given consent and others had not, and screening of a whole cohort meant that young people who might otherwise be missed and who might be at risk of depression were identified. New Zealand's high rate of adolescent depression with its associated risks, the low rates of adolescent help-seeking behaviour (Adolescent Health Research Group, 2001) , the difficulties in identifying depression in adolescents and the knowledge to be gained about the prevalence of adolescent depressive symptoms was balanced against the knowledge that use of a passive consent process meant that some students would be taking part in the screening without the knowledge of their caregivers. New Zealand schools often use passive consent methods (or no consent) for schoolwide screening of both academic and psychological problems, and schools involved in this case have used this method before for similar purposes.
Students (n = 83) scoring over the 'above average' cutoff point of 63 (Kovacs, 1992) in the screening formed a pool for computer-generated random assignment to intervention and control groups. All students scoring over the cut-off point were followed up by school counsellors, and selected students (n = 56) and their caregivers were required to give informed, signed consents prior to participation. Twenty-three students took part in the intervention. Unselected (n = 27) and control students (n = 33) were offered 'usual care', which consisted of the opportunity to have ongoing counselling with the school counsellors or referral to mental health services where student safety was of concern. As stated earlier, these participants formed part of a larger study across all ethnicities and consequently the randomisation process meant that Ma -ori and Pacific students were unevenly distributed into intervention and control groups and those offered usual care.
Students were tested at five points: screening, pretest, posttest, follow-up at 8-weeks' postintervention and 1-year post-intervention. A flow chart using the CONSORT guidelines showing numbers of participants at each test point appears in Figure 1 . In order to test for the possible effect of a pretest, a four-group design was used 
Figure 1
Flow diagram showing the movement of participants through each stage of the Kiwi ACE randomised trial. (Solomon, 1948) , with two groups in each of the intervention and the control groups. Half of the individuals in the intervention and control groups completed the CDI at pretest, and half did not. In eight schools, groups were cross-cultural and in one school the intervention group consisted entirely of Ma -ori and Pacific students.
Participants
Schools were selected from across the socioeconomic range using Ministry of Education decile rankings (Ministry of Education, 1997) . Two of the schools were drawn from the Wellington metropolitan area, which statistically is a better-educated and higher-income area than the average sector of New Zealand (Statistics New Zealand, 2003) . Five schools were located in the greater metropolitan area, which is diverse in terms of income and ethnicity and one school was from a provincial city, replacing a metropolitan school that had to withdraw immediately prior to the screening process because of ill health of the school counsellor. About 45% of the students in the present study identified as Ma -ori and 55% as Pacific (see Table 1 ).
Allocation to Intervention or Control Group
Students were randomly allocated to intervention and control groups (n = 56), but a complete dataset (comprising data at all test points) is available for only 24 students (see Figure 1 ). Reasons for not completing measures at various test points include students moving between schools, absence, truancy, referral to an outside agency and one facilitator failed to obtain posttest results from one group. There was no significant difference (p > .05) at screening in scores between those who completed data at all test points and those who did not.
Measures
The CDI is a very widely used questionnaire that is suitable for screening as it has predictive value for the identification of risk of depression in adolescents (Sitarenios & Kovacs, 1999; Timbremont, Braet, & Dreessen, 2004) , and it has demonstrated content validity in the New Zealand context with Maori and Pacific adolescents (e.g., Jose & Schurer, 2010) . It contains 27 items measuring depressive symptomatology including disturbed mood, hedonic capacity, vegetative functions, self-evaluation, hopelessness and interpersonal behaviours. Each item lists three possible responses, and the respondent is asked to choose the one response in each triad that describes how they have felt recently. For example, one item concerning sadness is composed of these three options: 'I am sad once in a while' (1); 'I am sad many times' (2); and 'I am sad all the time' (3).The items are quantified on a scale of 1-3, and approximately half of the items are reverse ordered. The possible raw score range is 27-81, and a score of between 45-55 is considered average, with 56-60 being slightly above average, 61-65 above average, 66-70 much above average, and over 70 very much above average (Kovacs, 1992) . A T score of 63 (the middle of the 'very much above average' range) or over was selected as the cut-off for this study (Kovacs, 1992) in order to form a pool for the selection of the intervention and control groups. A score in this range allows for the selection ratio of true positives and false positives from a normative population to be maintained and at the same time to minimise the number of false positives (Kovacs, 1992) . The CDI is reported by Kovacs (1992) as yielding high test-retest reliability and possessing high internal consistency (a Cronbach's alpha of .86). Kovacs (1992) reported good short-term stability and test-retest reliability with scores ranging from .38 to .83 in nonpsychiatric populations, but other reviewers have found that the test-retest reliability was highly variable (Myers & Winters, 2002) . Despite the variation in findings regarding the reliability of the CDI, it has a wide normative base and strong psychometric properties and is the most widely used and studied scale for adolescent depression (Myers & Winter, 2002) .
Procedure
Over the eight weeks of the program, students were taught to appreciate the relationships between thinking, feeling and behaviour, and to challenge thoughts and beliefs. Problem-solving and personal and social skills and strategies were developed using exercises, role-plays, rehearsals and structured personal discussions. Sessions were included that focused on the use of pleasurable activities that increase positive feeling and the changing of unproductive habits. To increase the use of pleasurable activities, a 'Fun form' was introduced and students used a ranking scale to measure feelings before and after pleasurable activities. They were encouraged to compete in generating five ways in which they could have more pleasurable experiences in each day. The idea was promoted that 'moments' of pleasure are worthwhile and that moments of pleasure need not incur a high cost financially. To increase motivation to change unproductive habits, students were asked to choose something they would like to change, such as swearing, cigarette or marijuana smoking or alcohol use, and to complete a 'balance sheet' about the habit, of 'good things about it' and 'not so good things about it' . This activity in itself is often productive in terms of beginning to change motivations. Students then completed the sentence: 'I want to change because …' and set a small, achievable goal for themselves for the coming week. They used scaling to explore how important the goal was to them, and how confident they were of achieving that goal; and supports for changing behaviours were identified, along with 'triggers' for the undesired behaviours. Students were encouraged to recall the last time they engaged in the undesired behaviours, the triggers in that particular situation and the immediate and delayed consequences that followed the behaviour. An Action Plan was drawn up with optional behaviours and their consequences, the behaviour triggers and the management strategies for those. A Back-up Plan was called for and the idea of relapse was introduced with the words 'If you mess up -you can learn from it -tomorrow is another day!' (Woods, 2008) . The section on changing unproductive habits was based on Sobell's guided self-change (Sobell & Sobell, 1993) and motivational interviewing (Miller & Rollnick, 2002) and was included in response to anecdotal feedback from facilitators in the author's earlier trial to assist students who were experiencing challenges with substance use. Students had the opportunity within the safety of the group to learn from, and to support, each other. This learning is an important protective mechanism that fosters resilience, connectedness and a sense of efficacy and wellbeing in the students (Durlak & Wells, 1998) .
The intervention ran over 8 weeks in school time with one 90-minute session weekly. Groups comprising between eight and ten students were facilitated by school counsellors working with a second school-based professional. The cofacilitators comprised variously resource teachers of learning and behaviour (RTLBs), social workers and youth workers.
To ensure fidelity to the program, facilitators attended 1½ days of training run by the author and were issued a facilitator handbook and a student workbook. Two further meetings and telephone contact were provided during the course of the program for feedback and support.
All eight schools approached agreed to take part in the study. The schools consisted of five state coeducational schools, one state single-sex girls' school, one integrated single-sex girls' school and one integrated single-sex boys' school. All Year 10 (average age 14 years) Maori and Pacific students were screened, with all stakeholders being made aware of the aims and time frames of all aspects of the program and its implementation.
Data Analysis
A two-way ANOVA with repeated measures, with the between-subjects variable being the intervention and the within-subjects variable being time, was conducted to determine whether the intervention affected CDI scores after the experimental phase. The use of the four-group design to test for the effect of a pretest meant that data were not available for some students at pretest. Screening scores were carried forward for these students (7 in the intervention group and 15 in the control group), and this procedure assumes no change in scores. The CDI was used for screening as well as posttreatment assessments in order to more accurately track change in depressive symptoms (i.e., use of the same measure put these scores on the same metric).
With a design such as was used here (i.e., sampling individuals from a set of schools) one may obtain nonindependent observations within schools, which would increase the risk of type I error (Kenny, 2011) . In order to determine whether significant pooling of variance occurred within school (level 2), a multi-level analysis with Raudenbush, Bryk, and Congdon's (2004) Hierarchical Linear Modelling™ software (Version 6.06) was performed on CDI scores at screening, pretest, immediate posttest, and one-year follow-up. The variance component for schools was nonsignificant in all cases, χ 2 (8) = 3.53 to 13.24, all ps > .10; ICCs = .13 to .01. Thus, we proceeded under the assumption that CDI scores of individuals were not constrained by school membership and therefore we did not have a nested dataset.
Ethics and Safety
The study was approved by the Deakin University Higher Research Ethics Committee. The committee was familiar with research issues concerning Indigenous youth (in their particular case, Aboriginal peoples), although it was unclear and probably unlikely that they had a Pacific Islander or Maori representative on their committee. In any case, they raised appropriate cautions concerning research with such a population and we endeavoured to be sensitive and respective to these concerns during the course of the research. The reference group also ensured that we conducted the research in a culturally appropriate fashion.
Students deemed to be at risk of harm were managed with the usual school procedures. Facilitators monitored identified students in addition to administering questionnaires to participants at the various test points. No student appeared to be adversely affected by participation in the study and no students withdrew because of worsened mood.
Results

Changes in Depressive Symptomatology
A repeated measures analysis of variance compared the intervention group against the control group across the four times of measurement. A significant treatment by time interaction was predicted, namely that the two groups were expected to diverge after the experience of the intervention for the experimental group, and this interaction was found in the present data, F(3, 66) = 4.30, p < .01, partial η 2 = .16, yielding a large effect size (Cohen, 1988) . The group means by time are reported in Table 2 and displayed in Figure 2 . Follow-up posthoc t tests were computed at each of the four time points separately. As expected, no difference was obtained at the pretest, t(54) = -.26, p = .80, however, a significant difference was obtained both at immediate posttest, t(37) = -2.08, p = .045, and at one-year follow-up, t(30) = -5.64, p = .001. The difference at follow-up was in the expected direction, but was not statistically significant, p = .22.
The size of the difference between the two groups that was attributable to participation in the intervention was 13.42 points on the CDI at the last time point. Means and standard deviations are presented in Table 2 and in Figure 2 . It can be seen that while the control group means regressed to preintervention levels at one year, the means of the intervention group did not.
Focus Groups
The focus groups were semistructured and facilitated by the first author. The main aim was to gather personal descriptions from the students about the coping skills they had used to deal with problems over the time of the study and the reasons for any changes that might have occurred in their use of these skills. The students were asked questions about pressures and problems they believed were faced by young people and about the general coping styles that are used by their peers. Further, they were asked what had been helpful and not helpful about the Kiwi ACE program. The students were then asked to write anonymously about some of their own personal problems and coping styles and to identify changes and reasons for these changes that might have occurred in these domains over time.
Pressure to use drugs, to be thin, and to have sex were identified by girls as being the biggest problems they faced, and for boys it was the pressure to use drugs. In addition, the topic of ethnic discrimination was mentioned by two groups. Girls in one group spoke of people looking 'down on you … your colour. You know, Miss, us brownies' , and a boy in another school reported that 'Asians get a lot of rap as well. ' Coping styles identified by the participants were mainly maladaptive, with the use of drugs being named most frequently, and aggressive behaviours that included swearing and fighting being named by both boys and girls. Girls also identified smoking, crying, running away, self-inflicted injury and depression as methods of coping. Both boys and girls named 'ignoring' a problem as a strategy and several girls mentioned using helpseeking behaviours. One girl was helped by her faith and one boy identified having 'a laugh' as useful in coping. 
Figure 2
Depressive symptom (CDI) scores for the treatment and control groups over time.
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Feedback about the program identified trust in the group as an important benefit (from several girls and one boy) and insight gained about thinking processes was considered useful by six girls and two boys. Confectionery supplied as rewards was mentioned as important to both boys and girls, and several identified the games played and missing class as good aspects of the program. Individual students found the sections on goal-setting, changing bad habits, the thinking scenarios and anger management sections of benefit.
The biggest objection students had to the program concerned the amount of reading and writing involved and what they perceived as 'out-of-date' scenarios. The girls who identified the scenarios as out-of-date believed that the scenarios featuring the use of negotiation and conflict resolution should focus on physical fighting as this was an issue for many of them. They described 'gang warfare', 'getting the bash' and 'walking the gauntlet'. 'Walking the gauntlet' occurs when one person, 'A' , has to run between two lines of 'enemies' who throw as many hits and punches as they can while 'A' is running as fast as possible through the gap between the lines of enemies. Completing the run and not showing fear means that 'A' is 'staunch' and can 'take it' .
Identified 'Problems' and Coping Skills After the Intervention
Eight of the respondents described 'fighting' or 'arguing' as a problem and reported coping by going for walks, reading books, listening to loud music, staying realistic, 'just taking the blame' , not having a 'tempy' , blocking it out -but that did not work so they approached the person 'in a different way' , and talking about it.
Two students identified 'study' as a problem. One created a 'Study program & I'm going to start studyn 2nite' and another did 'What parents say' . One student was asked to smoke 'With cool people … and decided not to' . Another had a friend who 'Attempted suicide' and they 'talked to them and got help' . Another student wanted to 'Kill self' , talked to the school counsellor and 'now it's all gud' . Two students identified bullying as a problem, with one student telling the bullier to 'Shut the -up' and the other just taking 'The blame for things I didn't do' .
The methods of new coping described appeared in almost all cases to be constructive, with students taking positive and pro-active steps to avoid or deal with problems.
Past Coping Skills
When asked to think 'back to a term ago, of a similar pressure or problem' , and how they had dealt with them then, students identified many more methods of coping used at that time that were likely to lead to further problems (i.e., be maladaptive).
Three students had attempted suicide; two cut themselves; six students 'Threw things' or 'Smashed' or 'Trashed' the house; four 'Ran away'; four 'Walked out' , (one in a 'tempy'); six 'Fought', one 'Beat up [their] brother); five 'Yelled' (one 'Screaming & throwing a metal [sic] breakdown'); three 'Avoided things'; one 'Didn't talk'; one 'Said no I wouldn't do things & did them anyway'; four smoked (they did not specify what they were smoking); one 'Partied to get mind off things'; and one 'Beed sad' . Others used methods potentially less damaging: two 'Ignored it', one 'Told my dad', one 'Talked about it' , and one 'Went to rowing' .
Differences Between Present and Past Coping Skills
The majority of students identified positive changes in their coping strategies. However, one wrote about negative coping strategies used, two said there was no change in the ways they were coping and two students gave no response. The following differences were described. Three students said they were 'Not cutting any more' with one reporting 'Actually lik[ing] life'. One student reported 'Not doing a runner' , four 'Manage[d] anger a lot better' , and four said they 'Don't fight' (not having 'big tempys now'). Three students reported that they were 'Cutting down' , four reported 'Thinking more/clearer' , five said they talk to people now 'Instead of keeping it inside' , and one student identified 'Speaking differently to my mother' . Only two students described negative changes, with both reporting 'Drinking' and one of them describing how she 'Screamed at her mother' .
The reduction in self-harm described, the constructive management of anger and the positive changes in ways of thinking, communicating and seeking support about problems are adaptive changes, as is the reduction in nonproductive ways of coping ('Cutting down') described by three students. Improvements in the ways of coping described by the students far outweigh the negative coping skills described by a few others.
Student Hypotheses About Changes
Students identified program content specifically in their responses when asked what helped them to make the changes. Five students identified 'Stuff in that book' and three specifically identified 'Realistic thinking' ('They rock' was the feedback from one student). The 'Stuff on Bad Habits' was identified and 'Not letting anger get the better of me' along with 'Not fighting' and 'Talking to counsellor/coach'. Two said 'Dunno' and one said 'Alcohol and smoking' . Three students gave no response.
Discussion
This study sought to determine the effectiveness of an early intervention program targeting young people identified as being at risk of depression. Participants reported significantly lower levels of depressive symptomatology as measured by the CDI immediately after and at one year postintervention. This result supports the main hypothesis that the ACE Kiwi program would be effective in reducing depressive symptoms in Maori and Pacific youth over time. The prevention effect seemed to grow over time and this finding echoes those by Kane (2000) , Gillham et al. (1995), and Jaycox et al. (1994) . It may be that learning is cumulative and self-reinforcing. The small numbers of individuals in the study reduced statistical power and this fact may have prevented finding an effect for the intervention at the follow-up (8 weeks).
Students identified positive changes in the ways in which they managed and regulated negative emotions and coped with problems, noting a reduction in high-risk behaviours towards themselves, others and property, and improved ways of thinking and communicating and the defusing of upsetting situations.
The adolescents identified drugs/alcohol and conflict as their main concerns and, while the teaching of skills to manage these issues is taught in classrooms as part of the New Zealand school health curriculum (Ministry of Education, 1997) , clearly there are young people who feel ill equipped to deal with these and other problems. It may be that for some of these students these skills are more effectively learned in small group situations rather than as curriculum subjects in a mainstream classroom, and that this needs to occur for targeted groups or individuals. The group method as a paradigm has proved successful internationally (Blakeley, 2005) and appears to be useful in particular for Maori and Pacific young people. Skilled facilitation is of prime importance, and the group must have a focus on relationship building (Shechtman, 2007) or, as it is termed within the Maori context, whanaungatanga.
Recruitment of students was performed very well and the program was well-received by the facilitators of the program. Facilitators reported increases in help-seeking behaviour, positive social interactions, personal confidence and interpersonal trust in participating students. These positive changes were supported by anecdotal evidence from local mental health professionals that young people referred to their service who had been through the earlier trial of the program (Woods, 2001) were more resilient than young people who had not received the program.
A concern of the facilitators was that these individuals might struggle with a program that is enacted with a fair amount of reading and writing, since many of the young people struggle with literacy, but this was seemingly not the case. The participants seemed to be able to read the materials to an adequate level and write when appropriate. Feedback from students emphasised the importance of future group facilitators using student-generated scenarios for the practice of skills in the program.
Limitations
The use of a sample drawn exclusively from a metropolitan area means that the results may not generalise well to rural youth. The sample's small size reduces our confidence that this result would be generally obtained for Maori and Pacific youth in New Zealand. Facilitators came with varied skill levels in cognitive-behavioural techniques and the differences in program delivery and facilitation skills meant that the quality of the delivery of the program varied across the schools.
While there is often a concern about the issue of stigmatisation with indicated programs, Rapee et al. (2006) have found the effect size to be small and limited to males. Feedback given by students in the current study was that stigmatisation 'wasn't an issue'. Referral to a community mental health clinic is likely to carry greater stigmatisation than that experienced through referral to a school-based group (Marcotte et al., 2002) .
Clinical Implications
Given the high rate of Maori and Pacific adolescent depressive symptomatology in New Zealand, there is an urgent need for further testing of preventive interventions for these youth. School-based programs based on cognitive restructuring and improving coping skills that target young people at risk of depression (Harrington & Dubicka, 2002) could overcome some of the barriers to obtaining needed health support identified by adolescents and form part of an overall strategy to improve the health and integration of adolescents into society. Further longitudinal studies are needed to replicate the study and to establish the durability of the effects of participation in the program.
